Breast cancer is the most common malignant tumor and the leading cause of death among females. Most women with breast cancer will undergo breast-conserving surgery (BCS) or lumpectomy, simple or total mastectomy, modified radical mastectomy or bilateral mastectomy. Breast reconstruction solves many of the problems. The goal is to return the patient to a near-normal state so that she is not handicapped in her daily living. Breast reconstruction is also intended to offer psychological benefits to women treated by mastectomy following a diagnosis of possibly terminal cancer. In these case reports, we reported two successful cosmetic reconstruction cases. The first case was a 39-yearsold female with non-recurrent breast cancer consulted and was referred by the oncology surgeon to the Plastic Reconstructive, and Aesthetic Surgery Division, Department of Surgery, Dr. Sardjito General Hospital. She wanted to undergo breast reconstruction. We planned to operate three years following mastectomy. She was diagnosed with 3B-stage of right breast cancer before. After the surgery, the patient received six series of chemotherapy. She also underwent radiotherapy 25 times and hormonal therapy. We decided to perform a transverse rectus abdominis myocutaneous (TRAM) flap surgery on her with 22 months follow up. The procedure provided good results, and the patient was satisfied. The second case was a 32-year-old woman who after excision of a phyllodes tumor and wanted breast reconstruction. Reconstruction was performed four years after tumor removal using latissimus dorsi myocutaneous (LDM) flap. The surgery provided good results, and the patient was satisfied. We reported two successful cosmetic reconstruction cases of non-recurrent 3B-stage of right breast cancer post-mastectomy after pedicled TRAM flap surgery and left breast post excision of phyllodes tumor after LDM flap surgery.
INTRODUCTION
Breast cancer is the most common cancer worldwide and one of the leading causes of cancer mortality in the female population. 1 Breast cancer accounted for 2,088,849 new cases (11.6% of all cancers) and 626,679 (6.6% of all cancers) death. 1 There were 2.1 million new breast cancer cases in 2018 worldwide, responsible for almost 1 in 4 cases among female. 1 The incidence of breast cancer varies among the population. In Indonesia, the incidence is about 48,998, 2 in Europe and North America, the incidence is between 70 up to 100 new cases in 100,000 per year. 3, 4 Women who were diagnosed with earlystage breast cancer may undergo surgery combined with other treatments to reduce the risk of recurrence, such as chemotherapy, radiotherapy, and/or hormonal/endocrine therapy. Surgical treatment for breast cancer usually involves breast-conserving surgery (lumpectomy) and mastectomy (simple or total mastectomy and modified radical mastectomy). 4 Mastectomy may bring psychological impacts, which include fear of cancer, feelings of emptiness, inconvenience in working and communicating socially, less sexual desire and low spirit. 5 Breast reconstruction is a multidisciplinary approach that not only provides the safest possibilities into account but also aesthetically satisfies the patient and prevents possible late complications. 6 Breast reconstruction is aimed to offer psychological benefits (to improve the quality of life, body image, sense of integrity and selfimage) to women who undergo mastectomy following diagnosis of breast cancer. Breast reconstruction may help to restore women's psychological and emotional well-being. 5 Plastic surgeons mostly do the use of autologous tissue for breast reconstruction following mastectomy. This is because autologous breast reconstruction will last permanently. There are many variations of donor sites for autologous reconstruction, one of which is transverse rectus abdominis musculocutaneous (TRAM) and latissimus dorsi musculocutaneous (LDM) flap. These flaps contain skin, fat tissue, and muscles that are transferred to the vascularized pedicle. 7 We reported two cases involving a 39-year-old female with non-recurrent 3B-stage right breast cancer post mastectomy three years ago and a 32-year-old woman after excision of a phyllodes tumor. We performed conventional (pedicled) TRAM flap surgery for the delayed breast reconstruction and followed the patient for twenty-two months and LDM flap surgery for the post excision of the phyllodes tumor.
CASES REPORT

Case 1
A 39 years old female who presented with non-recurrent breast cancer was consulted and referred by the oncology surgeon. The patient wanted to undergo breast reconstruction as she felt unconfident thus being limited in engagement in usual activities. We performed breast reconstruction three years following mastectomy. She was diagnosed stages of reconstruction to meet the patient's needs.
with 3B-stage of right breast cancer before undergoing mastectomy. After undergoing the right mastectomy, the patient received adjuvant chemotherapy for six series. She also underwent radiotherapy twenty-five times, and also consumes hormonal therapy. She had an Orr-type of mastectomy scar with a slightly protruding stomach (FIGURE 1). Written informed consent was obtained from the patient who participated in this case. FIGURE 1. The state of the patient before breast reconstruction with an Orr-type mastectomy scar
Before the reconstruction, we assessed the psychological aspects of the patient to develop a conducive relationship to plan the and fat tissue were supplied by perforators over the rectus abdominis muscle. The deep, superior and inferior epigastric vessels supplied the muscle. After that step, the flap was placed upwards to the mastectomy site while still connected to the rest of the muscle (FIGURE 3). The abdomen was reconstructed using fascial duplication of the rectus abdominis muscle sheath, as well as using epifascial decrease at the abdominal wall cranial of the umbilicus. FIGURE 2. The patients was marked and prepared before the procedure Some stages of the reconstruction surgery were performed to meet the patient's specific wishes. The first phase of the surgery was to set up a breast mass using a conventional TRAM flap. TRAM flap was chosen because of the extensive fatty tissue present, and the conventional method was chosen because the patient was quite young with good vascular quality.
The skin island for TRAM flap was typically taken from skin between umbilicus, pubic region, and front of the iliac bone. Skin In the first week following the TRAM procedure, the wound was clean and dry (FIGURE 4). However, in the first 14 days after TRAM flap procedure, the wound underwent dehiscence on the craniolateral edge of the flap (FIGURE 5). We treated it conservatively and the wound recovered after one week of wound care. Three months after the first surgery, we found a solid mass in the cranial aspect of the TRAM flap (FIGURE 6). Fine needle aspiration (FNA) examination was performed to confirm whether breast cancer recurrence occurred. It results showed no malignant cells and only found inflammatory cells. We treated the inflammation in the surgical wounds conservatively. After nine months of conservative therapy, the solid mass on the cranial part of the flap became smaller and softer (FIGURE 7). Nipple-areola complex colouring was performed one year after TRAM using a full thickness skin graft (FTSG) technique because the patient did not want to have a tattooing procedure (FIGURE 8). We reconstructed the nipple using a modified double-opposing tab flap 18 months following TRAM (FIGURE 9). After 22 months following TRAM, the patient was satisfied with the result of the reconstruction (FIGURE 10).
FIGURE 10. The result of twenty-two months' follow-up from the first TRAM procedure and five months following nipple reconstruction, the patient was quite satisfied with the results of the reconstruction. 
Case 2
A 32-year-old female presented as an outpatient asking for breast reconstruction. She wanted to do so because she had been limiting herself in social activities as she did not confident of her physical appearance. The patient had a history of phyllodes tumor excision on the left breast four years prior. We performed breast reconstruction using a latissimus dorsi myocutaneous (LDM) flap. This method was chosen because the right breast was not large, so there was no need for a big flap. Written informed consent was also obtained from the patient who participated in this case.
The first phase of the surgery was to set up a breast mass using the LDM flap procedure. The LDM flap procedure was chosen because the left side of the breast was mostly retained, and the size was not large, so there was no need of a big donor (FIGURE 11). Before the procedure, the patient was placed in sitting position, and the latissimus border was outlined with a marking pen (FIGURE 12). FIGURE 12. The patient was marked and prepped before the procedure FIGURE 13. Post-operative state after breast reconstruction using latissimus dorsi flap on the left breast.
(A). Left oblique view; (B). Right oblique view
The bra strap would cover the postoperative wound. The Latissimus dorsi muscle was dissected, and the superior edge of the muscle was elevated and freed of medial and inferior attachments before the muscle harvest was then completed while the pedicle remained attached. Postoperative state of the patient can be seen in FIGURE 13-15. At the four months follow-up, there were neither infection, nor wound dehiscence and the patient was satisfied with the result (FIGURE 16 ). patient herself but her family, co-workers and anyone else related to her. For some women, the worry of a possible defect or deformity is significant enough to cause them to refuse surgery, although the absence of a breast can be easily camouflaged by clothing. Theoretically, the absence of a breast can be corrected merely by using a prosthesis. Regrettably, for many women, a prosthesis is considered an inadequate treatment. A woman who has undergone mastectomy without breast reconstruction is sometimes confronted by her deformity each time she undresses and is reminded that she is not only deformed but at risk for a cancer relapse. 4 She also has limitations to dress up and may avoid activities such as swimming or dancing, which might cause the prosthesis to become displaced. Also, if the prosthesis is large, it may be uncomfortable, especially in a tropical or humid environment. 4 Breast reconstruction is one of the modalities that could be performed to reduce psychological problems that arise in women who have undergone a mastectomy. Breast reconstruction is becoming more common in recent years, with the intention of restoring the shape of the breast into its natural shape in women who have undergone mastectomy. 10 In order to achieve that result, some resources and coordination in medical
DISCUSSION
Mastectomy is still the primary modality to obtain a high survival rate. Thus, the surgeon will also have to deal with the patient's psychological problems. Our patients considered a breast reconstruction surgery in three years following mastectomy and four years following excision of phyllodes tumor. They decided to undergo a breast reconstruction because they concerned about her aesthetic perfection and to cope with her appearance. They were also complaining about having limited social activities as they were not confident in their physical appearance. Thus, breast reconstructions were performed to meet patients' psychological and aesthetic demand For most women, mastectomy is a mutilating and deforming surgical procedure that could damage a woman's self-image, leading to the patient questioning concerning her desirability as a sexual partner. 5, 8, 9 Breasts are a symbol of femininity, and as a consequence, the loss of a breast can have severe psychological consequences. Some women may be withdrawn from relationships in which their deformity might be revealed or may withdraw from relationships with men and even other women. 4 This withdrawal could be disadvantageous not only to the teams are necessary, which unfortunately is not always the case, especially in Indonesia. A woman who has undergone a successful breast reconstruction can mostly wear almost all types of regular clothing so she can return actively and productively to her daily routine. 4, 11 A study showed that depression in the breast reconstruction group was less than for those women who had mastectomy alone. 12 A prospective study of women who underwent delayed reconstruction found that preoperative expectations were met in 90% of the patients. 12 Breast reconstruction began to enter the modern era with the application of the TRAM flap procedure by Hartrampf in 1982.
12,13
The main advantage of the procedure is that the reconstructed breast is identical to the natural breast in its softness and in the way the tissue covers the chest. If the TRAM flap procedure is applied adequately and carefully in the suitably selected patient, the TRAM flap procedure can be a safe and viable option with satisfactory outcome as well as providing a superior breast reconstruction to the other techniques. 13 We decided to perform a conventional TRAM flap for the first case because the onset of the procedure was considerably delayed. The patient was psychologically motivated and had adequate tissues in the abdominal area (FIGURE 1).
After symmetry is achieved roughly six months after breast reconstruction, the nipple needs to be reconstructed in 3 to 6 months after achievement of symmetry. 4 We performed nipple reconstruction after 18 months following TRAM. Usually, an areola tattoo should be performed 4 to 6 weeks after nipple reconstruction, 4 but in our case, the patient did not want to have an areola tattoo. Instead, we performed nipple-areola complexcoloring with FTSG1 year after TRAM.
The latissimus dorsi myocutaneous flap is also one of the most reliable and versatile flaps used in breast reconstruction surgery. It has the advantage of providing successful coverage of large soft tissue defects in the chest wall as in mastectomy for breast cancer.
14,15 LDM flap provide good autologous tissue for breast reconstruction, especially for Asian women with small breasts, thus, no implants are needed. 16 We decided to perform the LDM flap surgery for the second case because on the left side of the breast retained much of the mass of the breast, and the right breast was not large, so it did not require a thick donor (FIGURE 11).
Our experience showed that reconstruction was satisfying both physically and psychologically to the patients. Both of the patients felt more feminine and confident about their body. Therefore, they felt like having more self-esteem and confidence to be engaged in social activities and were feeling like "whole" again. The patients also felt the shape of the breast looks natural and similar to the normal breast.They did not experience pain both in the donor site or in the breast. Clinically, the skin of the flap also had good quality and was flexible as they were feeling the since it was not previously irradiated, and it allowed adequate tissue expansion, which remained over time.
CONCLUSION
Conventional TRAM flap and LDM flap reconstruction surgery for delayed breast reconstruction in a patient with 3B-stage breast cancer post mastectomy and post excision of phyllodes tumor show good outcomes both physically and psychologically.
